Background. In the UK, early years policy emphasizes that all families should have access to support tailored to their individual needs. Knowledge of the determinants of health service use should help to inform rational and equitable planning and delivery of services to parents.
Introduction
Child health is a global health priority, and the critical importance of the early years in determining future physical and emotional health is being increasingly recognized. 1 A recent United Nations International Children's Emergency Fund report comparing 21 highincome countries across six dimensions of child and adolescent well-being found that the UK was ranked worst and obtained the lowest scores for three of these six dimensions (family and peer relationships, behaviours and risks and subjective well-being). 2 Therefore, there appears to be an urgent need for improvement in children's health and well-being in the UK.
Informal support from families and friends has been shown to be important to parents in caring for children and internet sites are also a significant source of advice and support. 3 However, primary health care services, particularly GP and health visitors, also have a role in advising parents about child health and behaviour, as reflected in national early years policy 4 ,5 that emphasizes that all families should have access to support tailored to their individual needs. Previous work has demonstrated a relatively loose match between need for parenting support and actual provision 6 and there is evidence that the Inverse Care Law that there is an inverse relation between health need and provision 7 applies as much to preventive child health as to adult health. 8 Here we seek to investigate further the determinants of primary care service use in families with preschool children. Knowledge of these factors should help to inform rational and equitable planning and delivery of services to parents.
Methods
Two separate cohorts from the Growing Up in Scotland study 9 were used: families with children aged 0-1 years (average 10 months at the time of interview: the 'birth cohort') and those with children aged 2-3 years (average 34 months at interview: the 'child cohort'). Families were interviewed in 2005, in the first 'sweep' of a longitudinal study aimed at tracking the lives of Scottish children from the early years, throughout childhood. The study is funded by the Scottish Government Education Department. A named sample of approximately 10 700 children was selected from Child Benefit (then a universal benefit) records to give an achieved sample of 8076 overall: 5216 in the birth cohort and 2859 in the child cohort.
The cohort is reasonably representative of the Scottish population as outlined in the Growing Up in Scotland methodology. 9 Data are weighted to correct for differential recruitment and attrition rates.
Interviewers were instructed as far as possible to conduct the interview with the child's mother. When unavailable, they were undertaken with the child's main carer.
Service use related to reported use of the family doctor or health visitor (community nurse working to support families with young children as part of the primary health care team in the UK) as a source of information on the child's health in the last year in both the birth cohort and child cohort. In the child cohort, service use also included using the family doctor or health visitor as a source of information on the child's behaviour. This gave a total of six outcomes.
The potential determinants of service use analysed were the Scottish Index of Multiple Deprivation (SIMD) 2006 deprivation quintiles 10 (based on the domains of income, employment, health, education, skills and training, housing, geographic access and crime), religion, ethnicity and highest education level of the interview respondent. Age of the mother at birth of the index child, number of natural parents in the household and study child's birth order were also used as factors. The questions 'Does the child or does the respondent have any health problems or disabilities that have lasted or are expected to last for more than a year?' were also analysed. Finally, four questions regarding attitudes to service use were included in the analyses. These were 'Nobody can teach you how to be a good parent, you just have to learn for yourself', 'if you ask for help or advice on parenting from professionals like doctors or social workers, they start interfering or trying to take over', 'it's difficult to ask people for help or advice unless you know them really well' and 'it's hard to know who to ask for help or advice about being a parent' . This gave a total of thirteen potential determinants of service use. An additional item, whether or not the respondent had any concerns about the child's behaviour in the last year was used when analysing use of services for advice about behaviour.
Statistical analysis
Data were analysed using SPSS version 18. Univariate binary logistic regression was used in order to ascertain the significance of each determinant in each of the six outcomes. A reference category was selected for each potential determinant and the relative odds and 95% confidence intervals were obtained.
Only those potential determinants found to be statistically significant (P < 0.05) in univariate analysis were included in multivariate logistic regression modelling. Prior to multivariate analysis, the potential determinants were tested for multicollinearity using Spearman's rho: a correlation value >0.8 was deemed of concern. None of the potential determinants were found to indicate multicollinearity, thus there was no need to create composite measures of factor scores as would have been done had groups of variables been too strongly associated. A multivariate binary logistic regression was carried out for each of the six outcomes. While only the final model results are presented, the multivariate modelling stages are outlined in Table 1 . The modelling added structural factors (such as deprivation), child health factors, parental attitudinal factors and child behavioural factors in steps in order that the authors could see how each set of factors contributed to the attenuation of the outcomes. On inspection of these results, it was decided that no richness of the story was lost by presenting only the final model.
Results
Information on the characteristics of each cohort and the results of the univariate and multivariate analyses are presented in Table 2 (birth cohort), Table 3 (child  cohort) and Table 4 (child cohort). Table 5 summarizes the determinants that remained significant on multivariate analysis for each outcome. SIMD was a significant predictor of service use in all but one of the six univariate models. Service use for information on the child's health was significantly higher in the more affluent areas (Tables 2 and 3 ), whereas service use was higher in the more deprived areas for information on behaviour (Table 4) . However, no significant association was found between SIMD and concerns about the child's behaviour in the last year (Pearson's chi square). While the significance of SIMD was lost in some of the multivariate models, it remained significant in use of the health visitor in the birth cohort and use of the doctor for health information in the child cohort. It also remained significant in use of the doctor for behaviour information, with more affluent families seeking information on their child's health and more deprived on behaviour. Ethnicity, education and religion, while significant in many of the univariate models, did not retain their significance on multivariate analysis. Two of the multivariate models showed zero or one parent families to have significantly greater odds of service use than two parent families (Tables 3 and 4) . The only multivariate model in which the age of the mother remained a significant predictor of service use was in using the health visitor for information on the child's behaviour (Table 4 ) and this lost some of its significance at the multivariate level. The study child's birth order was a significant predictor of use of services for information about the child's health but not behaviour in the child cohort (Tables  3 and 4 ) and use of the family doctor for information about health in the birth cohort (Table 2 ). Generally, the higher the birth order, the lesser the odds of service use.
As expected, long-standing health problems or disabilities in the child and concerns about the child's behaviour acted as a strong predictor of increased service use in all but one of the multivariate models. Longstanding health problems in the respondent were less significant than problems in the child.
Of the four attitudinal determinants, only the belief held by about 10% of the sample that 'if you ask for help or advice on parenting from professionals like doctors or social workers, they start interfering or trying to take over' was significant in any of the multivariate analyses. While many of the attitudes were significant predictors on univariate analysis in the birth cohort, it was only this attitude that remained significant on multivariate analysis for both outcomes ( Table 2 ).
Discussion
The analysis provides an insight into the determinants and patterns of health service use by families with young children at two stages of development: 10 months and almost 3 years. While the Growing Up in Scotland study provides a nationally representative sample of families with preschool children by using stratified cluster sampling, 9 there is a reliance on parental self-report and recall of service use, which may have resulted in under-reporting or over-reporting contacts with health professionals or reconceptualization of reasons for making the contact. The differences between families who declined to take part in the study or dropped out before the stage at which this survey was undertaken, compared with those who completed it, are also unknown. While some of our findings are expected or supported by previous research, others highlight areas that require further investigation.
Service use for information on the child's health was significantly higher in the more affluent areas, whereas service use was higher in the more deprived areas for information on behaviour. Generally, the higher the birth order, the lesser the odds of service use but more so for information on the child's health than behaviour. Long-standing health problems or disabilities in the child and concerns about the child's behaviour acted as a strong predictor of increased service use in all but one of the multivariate models. Long-standing health problems in the respondent were less significant than problems in the child.
Socio-economic factors
The finding that affluent mothers seek information about their child's health more often than mothers from poorer backgrounds is in contrast to previous research and also to what might be expected. In a previous Scottish study examining consultation rates with GP for babies less than 6 months of age, 11 socio-economic factors were not a direct influence, although poor socioeconomic status was indirectly associated with higher consultation rates via a direct link with low maternal age and formula feeding. In an earlier and more detailed analysis of consultation rates for children aged 9-18 months in the UK, Edwards and Pill 12 reported that children in an affluent area had significantly fewer GP consultations than those in a poorer area, except for febrile illness. Moreover, Andre et al., 13 in a Swedish study of consulting behaviour of parents of children aged 18 months, found that parents with higher levels of concern about infectious illnesses and unrealistic expectations about the effects of antibiotics had higher consultation rates about their children than average. These beliefs were more prevalent among parents in lower socio-economic groups, which resulted in higher consultation rates among these parents, although socioeconomic factors themselves did not appear to affect consultation rates directly. Both the incidence of childhood illnesses and the propensity to consult professionals may vary across socio-economic groups. 8, 11 The relatively similar prevalence of reported child behaviour problems among more affluent and more deprived families is supported by some previous Patterns of primary care service use 6, 12 but other studies have reported an excess of behaviour problems among children in low-income families, possibly because of disorganized home environments 14 or family stress and poor parental mental health, 15 in turn leading to ineffective parenting practices resulting in child behaviour problems. Depressed mothers, for example, are less responsive and less positive towards their children 16 and may resort to harsher discipline than mothers with good mental health. 17 Whereas in Edwards and Pill's study 12 more affluent parents were more likely to seek help for children with behaviour problems than poorer families, it was the more deprived mothers who sought information about behaviour in this analysis. This was despite a finding from a later stage of the Growing Up in Scotland study 18 that parents in low-income families are more wary of professional support than those in more advantageous circumstances. As a result of the move from a universal health visiting service to a more targeted approach, 19 families considered in most need of support receive more contact with their health visitor than 'low-risk' families, although targeting resources at an early stage in the child's development may miss families in need of support, 6 particularly when lack of health visiting resources leads to families being assessed as not requiring ongoing support. 20 Factors that may have contributed to parents from more affluent backgrounds not seeking professional advice about behaviour problems include their higher attendance at parent and toddler groups, 18 where advice and reassurance from peers may have led to a decision that professional advice was not required and their perception that health visitors target families from poorer backgrounds. 21 The finding that child behaviour problems occur across the socio-economic gradient but that less deprived families seek less information supports a reintroduction of routine contacts with families, which may provide an opportunity to identify children and intervene before problems become entrenched. Parents whose children have behavioural problems experience feelings of guilt, social isolation and stigma and loss of control 22 and believe that their poor parenting skills are the cause of their children's problems. Future research could exploit the parentally reported Strengths and Difficulties Questionnaire data available for some Growing Up in Scotland sweeps 23, 24 to increase our understanding of the nature of behaviour problems associated with primary care consulting patterns.
Health problems
As would be expected, long-standing family health problems, particularly those affecting a child, were associated with increased health service use for information about the child's health. Given the 3-fold increase in behaviour problems experienced by children with longterm health problems, 25 it is also unsurprising that this 
Ethnicity
Ethnicity was a poor indicator of service use, in contrast to an earlier report, 26 indicating that the South Asian population used family doctors more than any other ethnic group, even after accounting for socio-economic and health status. However, in the absence of a more specific breakdown of ethnicies out with 'other ethnic background', it is difficult to draw conclusions.
Education level
The finding that mothers' educational level was not a determinant of service use in multivariate analyses suggests that mothers with different levels of educational attainment have the same level of concern about their child's health and behaviour. Robbins et al. 27 found that giving parents of babies a specific educational package to increase their confidence in fact reduced parents' confidence and knowledge in managing childhood illnesses and had little effect on service use, other than reduced attendance at child health clinics. It may be that more educated mothers seek information via sources such as the internet and that while this increases their ability to manage some problems, in some cases, this may serve to heighten anxiety about their child, leading to consultations with health professionals for reassurance.
Age of mother
Young mothers are likely to be identified by health visitors as requiring ongoing proactive support and this group reported greater use of the health visitor for information on the child's behaviour. Having ongoing contact with health visiting teams is likely to lead to younger mothers discussing their concerns about children's behaviour, whereas older mothers who are more likely not to receive routine care may feel inhibited from approaching health professionals with whom they have had no recent contact.
Birth order
That parents sought information about children's health less with increasing family size is not surprising, as it would be expected that parents become more confident and competent at dealing with minor childhood complaints with experience. Indeed, Hay, in a prospective study in south-west England, found that when other factors were controlled, parity of the mother was the only factor influencing consultation rates about childhood illnesses. 28 Of particular interest is the fact that birth order did not influence service use for children's behaviour problems, suggesting that these issues are peculiar to individual children and that experiential learning is not enough to deal with them.
Current support
It is important to offer parents of children with health and behaviour problems effective support. Previous research has reported that parents may perceive advice from health visitors as formulaic and based on fixed values, rather than being targeted towards their own individual needs 29 but overall the health visiting service is viewed positively. Professionals' ability to understand some parents in particular with shared characteristics such as age, social class or experience of motherhood may be an important determinant of effective engagement. 30 Parenting issues relating to child health and behaviour may be better addressed during group interventions where parents can share feelings with others in the same situation or by specially trained community mothers who have similar backgrounds to the parents they are supporting but such approaches may not suit all parents or all types of problems. This approach has nevertheless been successfully introduced in Ireland to provide general support for parents in low socio-economic circumstances with positive short-term 31 and long-term effects. 32 The Health Visiting Implementation Plan, 33 currently being introduced in England and Wales, but not Scotland, to increase and develop the health visiting workforce and to improve the care and support given to families who are not deemed to require intensive support because of child protection concerns, provides an opportunity to look at ways of improving early years services in terms of accessibility and effectiveness. Greater use of peer support and voluntary agencies, in partnership with health visiting teams, may be a useful avenue to explore. GP in the UK remain the main source of advice when children are unwell, but there has been a progressive disengagement of GPs from preventive child health care contacts 34 as well as from antenatal care in recent years. This emphasis on reactive care relative to anticipatory care may lead to an increased reluctance among parents to consult GPs with low-level concerns about child development. Given the central role of early childhood in determining long-term health, 35 this changed pattern of GP paediatric care could lead to lost opportunities for interventions that may have long-term health benefits.
In summary, the study provides an insight into parents' use of general practice and health visiting in relation to child health and behaviour problems. The current changes in the provision of health visiting and general practice services in England and the increasing focus on the early years in Scotland provide an opportunity to increase the accessibility and responsiveness of agencies with a remit for supporting parents to ensure children the best start in life.
